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Abstract  
The contribution that housing associations have made to public health in recent years is recognised 
within research and policy literature. This paper examines a partnership pilot intervention 
implemented by one housing association and one community healthcare service provider that aimed to 
improve the health and well-being of people with complex needs living in social housing stock in one 
area in England. The pilot delivered co-commissioned personalised support using a holistic model of 
care. This paper describes the pilot intervention and associated findings drawn from a mixed methods 
evaluation. The findings illustrate positive service user reports, including improved health and well-
being, increased independence and reduced social isolation. The intervention was also associated with 
reduced use of community healthcare services; with an estimated potential local net saving of £20,818 
during the year of the pilot. In conclusion, this small-scale pilot intervention supported clients with 
complex health needs whilst reducing demands on community health care services. Despite more 
research being needed in this area, particularly from larger and longer-term studies, this paper 
contributes to the evidence base by illustrating an effective health and housing practice-based 
partnership approach.  
What is known about the topic? 
• Housing and health are interrelated; several aspects of housing can affect health and 
health service usage costs. 
• Housing associations can make contributions to public health improvements in several 
ways.  
• Policy documents suggest that joint working between health and housing services are 
a starting point for interventions which aim to deliver health improvements.  
What this paper adds 
• Analysis of a joint pilot intervention between health and housing services, which 
improved older people’s health and well-being through the provision of targeted, 
individualised support.  
• The views of service-users in relation to this model of care, including positive 
perceptions of better health, increased independence and reduced social isolation. 
• Evidence related to potential cost savings: the pilot was associated with reduced use 
of community healthcare services; potentially saving £20,818 over a one year period.  
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Cities are where most of the population lives; in the UK more than 80% of people live in 
urban areas (Naylor and Buck 2018) in which housing conditions vary significantly. 
Furthermore, the global population is ageing.  The challenges of population ageing and 
urbanisation require policy attention, especially as service providers face additional 
challenges in trying to meet the needs of older people in a climate of austerity and associated 
budget restrictions (Steels 2015). Healthy housing is also important for achieving Sustainable 
Development Goal Eleven: making cities safer, inclusive and sustainable (UN 2016).    
In public health terms, there is recognition that housing affects health in a myriad of ways 
(Shaw 2004), and adequate housing beyond just shelter, is a human right (OHCHR 2018, 
Bonnefoy et al 2003). Those who have the least resources often suffer the worst housing 
conditions (Bonnefoy 2007). Thus, housing is a social determinant of health (Marmot 2005, 
Marmot 2010, WHO 2017), shaping daily life, health and well-being (Baker et al 2014). 
Whilst the evidence base in this area has been methodologically problematic (Baker et al 
2017), there are proven associations between housing and health in a range of areas (Pevalin 
et al 2008).  
The existing literature illustrates that housing affects physical, social and mental health in 
addition to well-being via a range of direct and indirect pathways (Baker et al 2014, 
Bonnefoy 2007, Braubach et al 2011, Howden-Chapman 2002, Shaw 2004); including 
through internal housing conditions, area characteristics and housing tenure (Gibson et al 
2011). Braubach et al (2011) note the environmental burden of disease linked to inadequate 
housing across eleven areas.  Wider factors such as the neighbourhood, security of tenure and 
modifications for those with disabilities also affect well-being (Buck et al 2016, 
Parliamentary Office of Science and Technology 2011). Finance, access to health and care 
services, empowerment and relationships also determine physical, mental and social health in 
relation to housing conditions (Tweed 2017). Housing difficulties can also lead to stress and 
anxiety and have an impact upon other social determinants of health such as education and 
employment (Acevedo-Garcia 2000, Howden-Chapmen 2002).   
Evidence also exists in relation to housing interventions and associated health outcomes. 
Several studies have illustrated positive associations between improvements to dwellings and 
health and well-being outcomes (Curl et al 2015, Bentley et al 2016). Multiple studies have 
explored the ways in which older people’s health links to housing (Perez-Martin et al 2012), 
researching interventions aiming to support ageing in place. In later life, housing is 
increasingly important in ensuring quality of life and the ability to remain independent 
(Buggins et al 2012).  Interventions are wide-ranging but tend to focus upon physical 
adaptations, assistance and the provision of home care assistance (Steel 2015, Buck et al 
2016). Lui et al (2009) also argue that creating an enabling social context is as important as 
the physical environment in determining well-being in later life. The long-term care of older 
people should address their needs via a coordinated network of support, to ensure 
autonomous and active ageing (Ruppe 2011).  In later life, housing is important in ensuring 
quality of life, and the ability to remain independent (Buggins et al 2012).  
Policy-makers are increasingly aware of the links between housing and health. Since 2010, 
the WHO has been engaged in a process to develop Housing and Health Guidelines, in 
response to the growing evidence about the impact that housing has upon health (Howden-
Chapmen et al 2017). The WHO suggested eight key goals for housing to support health and 
well-being: provision of safety and security, sound construction, basic services (e.g. clean 
water), affordability, access to services, protection from climate change and reasonable 
security of tenure (Braubach 2011).   In contrast, since the 1990s, English policy direction has 
focused upon the promotion of preventative strategies and the integration of services that aim 
to enable independence and self-care.  The Five Year Forward View (NHS England et al, 
2014), representing the national approach for English health care, encouraged efforts to 
deliver more healthcare outside of acute hospitals and closer to home (Monitor 2015).  This 
approach aims to provide better care for patients, to reduce the number of unplanned bed days 
in hospitals and to bring down net costs. Braubach et al (2011) note the lack of evidence in 
relation to the health and cost benefits of housing interventions and call for more evaluation 
including shorter term studies.  Keeping older patients in hospital when they cannot be 
discharged due to inadequate housing is estimated to cost the National Health Service (NHS) 
in England £820 million annually (National Audit Office 2016). Furthermore, it has been 
estimated that if policy makers could find £10 billion to improve the estimated 3.5 million 
‘poor’ quality homes in England, this would save the NHS £1.4 billion in first year treatment 
costs alone (Nicol et al 2015). Thus, Public Health England (2015) launched a range of 
resources to enable partnership working with a focus upon improving health via housing, to 
potentially reduce more costly impacts upon wider health and social care services. 
Housing associations in the UK provide social housing (equivalent to US public housing) in 
the form of rental properties on a subsidized basis for residents meeting pre-determined 
criteria. Usually thus includes the ability to afford housing (Fahey 1999).  Previously housing 
associations have contributed to public health improvements through the provision of warm, 
affordable, energy efficient homes, care, and support services for tenants and via tackling 
financial issues. Many housing associations are experienced in delivering services and 
support to people experiencing social exclusion and health inequalities, and in working in 
partnership to deliver health improvement interventions (Buck et al 2016, National Housing 
Federation 2011). The need to tackle the social determinants of health within housing 
contexts requires collaborative partnership working (Windle 2015).  There are now several 
examples of practice which demonstrate the need for joint working between housing and 
health services because of the multi-faceted relationship between housing and health (Tweed 
2017). Buck and Gregory (2018) note that developing relationships locally in an area-based 
way is the key to improving the care of older people, with co-ordinated services across 
housing-led provision described as one way to reduce acute admissions. Again, such 
approaches fit with policy direction, indicating the need for strengths-based approaches 
which recognise the importance of community (Millar and Russell 2012), a focus upon local 
assets to build new models of care (Naylor and Charles 2018), local area coordination to 
deliver placed based systems of care (Ham and Alderwick 2015) and whole systems which 
integrate public health with housing (Sharpe et al 2018). Providing care closer to home is also 
discussed within policy-making literature (NHS England 2014).  Housing providers are 
generally trusted by tenants, as they are well positioned to identify people who need 
additional support and able to implement early interventions to facilitate independence and 
better health (Family Mosaic 2016).   
Intervention and rationale 
This paper contributes to the growing evidence base on housing and health support by 
presenting findings from an evaluation of a pilot intervention delivered by one housing 
association (the voluntary sector based Connect Housing) in partnership with a community 
health service provider (Locala Community Partnerships CIC) in England.  Connect Housing 
is a community benefit society, providing social housing and accompanying support to 
tenants as mechanisms to address inequalities, across one Yorkshire area. Locala Community 
Partnerships is an independent community interest company, providing NHS services to 
people within the same area. Both organisations contributed equal funding for the delivery 
and evaluation of the pilot programme. Their one-year pilot project (September 2015-
September 2016) aimed to improve the health and well-being of people with complex needs 
via the implementation of a new model of care (Realising the Value 2016). The premise of 
the pilot was that individualised assistance would support care closer to home as envisaged in 
English policy direction (Salisbury 2007, Ham et al 2012, Monitor 2015) increase service 
user independence and reduce health service usage costs.  
Individuals living in a Connect Housing property with a long-term health condition or 
disability who were in receipt of care from community health teams (provided by Locala) 
were triaged as being at risk of needing increased levels of health care. A support worker 
contacted the identified residents and conducted an initial home visit to assess their needs 
across five key areas: economic well-being, home and housing, maintaining health and well-
being, life skills and social isolation.  One-to-one support tailored holistically to their 
individual needs was provided in the form of further home visits, follow-up telephone calls 
and signposting into other services, for example befriending schemes, luncheon clubs and 
social activity providers.  By engaging in the life-worlds of residents (discussing their 
experiences, activities, and contacts), exploring their lived experiences and assessing the 
wider determinants of health impacting upon them, the support worker aimed to facilitate 
positive change across a range of health-related areas.  In summary, the intervention was the 
provision of relational support for identified at-risk residents living in social housing 
properties.  
Overview of the pilot 
From September 2015 to September 2016, the support worker took 36 referrals and worked 
with a case load of 27 clients in total. 9 individuals who were referred were not supported, 
following on from their initial assessment.  Some declined support, others did not engage 
with the worker or were assessed as being unsuitable based upon their levels of need (too 
high or too low) or their existing levels of support from other services. The project was 
established to work with individuals over the age of 50, with 75% of clients participating in 
the pilot aged 60 and over. In terms of the gender of the clients worked with during the pilot, 
there were slightly higher numbers of women (53%). Most clients were white British (87%), 
reflecting the area demographics. Referrals into the project were made by a range of health 
care staff (employed by Locala) with the largest number being from nurses (39%) and 
community matrons (24%).  Referrals to other local agencies were diverse and included 
external agencies such as charities (Age UK, Citizens Advice), luncheon clubs, and some 
health care services, for instance the falls prevention and occupational therapy teams.   
Methods  
The evaluation utilised a mixed method approach, gathering qualitative data from semi-
structured interviews with stakeholders, service users and carers, and conducting statistical 
analysis of routinely collected monitoring and health service usage data. A mixed method 
design enabled the evaluation team to gain a better understanding of the issues than using 
either quantitative or qualitative research methods alone.  Triangulating a range of data 
ensured broader exploration of the intervention and increased the validity and transferability 
of our findings (Robins et al 2008).  
The evaluation aimed to explore the outcomes of the intervention for service users, how they 
valued the support worker, the use of multi-agency working and whether there were any 
reductions in health service usage. To achieve these aims, the research team developed a 
Theory of Change at the start of the evaluation (Judge and Bauld 2001) to make explicit the 
links between the programme goals and the different contexts and ways in which the project 
works (Figure 1). A Theory of Change is a specific methodology that enables researchers to 
clarify what is to be measured, agree evaluation questions and assess changes.  The Theory of 
Change was used to test the mechanisms underpinning the intervention’s proposed effects.  
We mapped the outcome measures and data collection tools to the Theory of Change, and 
tested the mechanisms by measuring the short, medium and longer term outcomes (where 
possible), to ascertain what worked and what did not.  
Figure 1 – Theory of Change (insert here)  
Sampling and Recruitment  
The support worker delivering the pilot project advised the research team of participants to 
invite, providing a purposive sampling frame of relevant contacts. Participants were selected 
based on their involvement with the programme as staff, referrers or service users to offer 
insights as key informants.  The service supported 27 clients over the year in which it was 
delivered, which served as the sampling frame for data collection with service users.  The 
evaluation team made contact via email and telephone to ascertain willingness to participate, 
allowing participants time to decide. Thus, the sample for the qualitative component of the 
evaluation was self-selecting (see table 1 for full sample details).  
Table 1 sample characteristics (insert here)  
Qualitative approach 
Semi-structured telephone interviews were conducted with stakeholders involved in 
delivering the service including the support worker (n=5) and referrers (n=5).  The interview 
schedule covered the following areas: background to the project, the approach, changes 
occurring because of the project, the impact of the project on service users, and learning 
during project delivery. Interviews were conducted at the 6-month time-point of service 
delivery.  Follow-up interviews (n=3) at the 10-month time point captured further learning 
with key stakeholders still involved in the project delivery and able to participate.    
Semi-structured interviews were also conducted with service users (n=4) and a carer (n=1). 
Those selected for interview were in good enough physical and mental health to discuss the 
service and how it had impacted upon their life, subjectively decided by the support worker 
because of her interactions with the client group, rather than via the use of a standardised 
assessment tool.   The semi-structured interview schedule focused upon the self-reported 
impact of the pilot, exploring health, social support and general perceptions of the service 
(both positive and negative).   
Feedback forms (n=6) were designed and distributed by the support worker to capture 
experiences of what the service had offered clients, what worked well and their suggestions 
for improvements.  These forms included free-text sections. These were used in cases where 
service users preferred not to be interviewed.  
The verbatim transcripts from the interviews were analysed using framework analysis. 
Framework analysis develops a hierarchical thematic framework to classify and organise data 
according to key themes, concepts and emergent categories. The framework is the analytic 
tool that identifies key themes as a matrix where patterns and connections emerge across the 
data (Ritchie et al 2001). The matrix was drawn from the Theory of Change to deductively 
organise the data according to the aims of the evaluation. NVivo was used to collapse the 
data and then compare codes for similarities and differences. Themes were agreed by 
members of the evaluation team, following coding by SC. 
Quantitative approach 
Data on community health service use were received from Locala for all 27 clients. Service 
use data were available from 1st April 2015 until 29th August 2016.  At the date of analysis 
(August 2016) 16 clients had been signed off from the service, with limited follow-up data 
being available for these clients. Dates of sign-off ranged from 7th July 2015 to 10th 
December 2015.  11 clients had not yet been signed off (i.e. were still using the service) and 
therefore no post-intervention follow-up data were available for these clients. Data on GP, 
Accident and Emergency, outpatient attendance and hospital admissions were available for 
12 patients. 
Quantitative health service usage data were cleaned and imported into SPSS for analysis. 
Descriptive statistics were generated, and non-parametric tests were used to compare clients’ 
health service use over time (related samples Wilcoxon’s signed rank test). Data were 
analysed on contact (face to face or telephone) with the integrated community care team 
(ICCT).  The amount of direct clinical time before, during and after the intervention was 
compared and the estimated cost calculated using the PSSRU 2015 (PSSRU 2015) hourly 
rates for community nurses. The three time periods for the client group were: 
• T0: before enrolment into the project (from 1st April 2015 up to sign on date) 
• T1: during enrolment in the project (between sign-on and sign off dates) and 
• T2: after discharge from the project (from sign off date to 29th August 2016). 
The cost of the support worker for one year was then subtracted from the estimated potential 
savings to community healthcare due to reduced contact with health services. 
Research Ethics 
The evaluation was given ethical approval through Leeds Beckett University ethics 
procedures.   
Findings  
The framework analysis of the qualitative data showed several positive outcomes, including 
improved health and well-being, more independence and reduced social isolation.  From the 
perspective of the service-users, the joint pilot had made a difference to their lives. There 
were also positive perceptions of the role of the support worker, including the time available 
to work with people, the flexibility associated with the role and its unique approach when 
compared to existing services. However, the data gathered also illustrated several challenges 
in the implementation of this project. These themes are presented below, with illustrative 
quotes. 
Positive outcomes for service users 
Several positive outcomes were self-reported by service users, including increased 
independence, decreased social isolation, better access to services, mental health 
improvements, increased confidence and improved well-being.  The support worker enabled 
service users to develop independent living skills which in some instances resulted in them 
joining classes and gaining support from befrienders:  
‘Well I’ve only had one lesson, and he’s learnt me how to go to [name of shop] to do 
me shopping online.’ (Service User 3) 
 
‘…encouragement as to what I could do, you know, […] more confidence to try 
things’ (Service User 4) 
 
‘I used to get very depressed, well I don’t get depressed now really you know.  I mean 
there’s times when I think about my husband [who passed away] and I get a bit 
depressed then, but it passes.’ (Service User 1) 
 
The support worker also enabled service users to become involved in community activities 
and arranged for visitors to see them at home. One service user commented,  
‘I never went nowhere, I never saw nobody.  And now I can go out, I can go to the 
lunch club and have my friend that comes and a young man comes to teach me 
computer.  In fact, I’ve something happening more or less every day now, I see 
somebody and it’s all because of her [the support worker].’ (Service User 1) 
Service users reported increased well-being and confidence just from knowing that different 
social options were available, even if they chose not to take up the offer.  The support 
worker’s visits were described as having a positive effect on service users’ mental health in 
terms of them feeling supported.  Stakeholders involved in project delivery also recognised 
this: 
‘So, where there have been people referred by a district nurse or a community 
matron, they can see it does make a demonstrable difference to that patient’s life, 
which helps in the person’s life and in their health as well.’ (Stakeholder 2 follow-up) 
All the service users who completed a feedback form felt that the service had been explained 
to them, and helped with advice, information, and signposting very well.  Most of the 
respondents also thought that it offered practical and emotional support very well.  Regarding 
the specific support, the home visits were considered useful by all respondents.  All 
respondents who received phone calls, signposting and emotional support also found those 
aspects of the service useful. The feedback forms mirrored the themes reported in the 
interview data. Several service users commented that the support worker was very reliable 
which contributed to them developing rapport with her.  Service users appreciated the fact 
that the support worker had time to listen to them and wasn’t in a hurry to get away:  
‘[Support worker] has time to listen, we never feel she’s in a hurry, though she might 
be.’ (Feedback Form 1) 
One service user appreciated the support worker’s advice and reported positive changes in 
relation to health: 
‘‘Nothing has been too much trouble. Top marks [name of support worker] @ Locala. 
Her help and advice has been extremely appreciated. I am housebound and have 
already stopped smoking and drinking’ (Feedback Form 6) 
The support worker was described several times as being supportive, kind and patient:  
‘I never felt ‘judged’ even when I was finding my circumstances extremely difficult to 
cope with.’ (Feedback Form 3) 
Support worker role 
A number of key strengths of the support worker role were identified in the interview data. A 
significant benefit was the fact that the support worker could work with service users for as 
long as necessary, as recognised by those referring into the pilot: 
‘Some people we see just need a bit more ongoing support and support over time, and 
other services can sometimes go in and I don’t know, support or advise but then 
perhaps can’t continue or spend the same amount of time as it appears that the 
support worker would be able to do.’  (Referrer 2) 
The role also involved being flexible in terms of focus, support and delivery.  The holistic 
focus of the role was identified as being of key importance with the service user dealt with as 
a whole person, rather than as a set of distinct problems. This involved including and working 
with family members where appropriate and with consent.  One stakeholder said: 
‘I also think it’s a success from the point of service users, because the remit’s not 
restricted …from their point of view they feel there’s someone on their side and 
they’re not just restricted to one area to discuss...I think it’s quite unique, in that it’s 
not time-limited, its remit’s not limited, it’s really flexible. It’s a free service as well.’ 
(Stakeholder 3 Follow Up) 
Multi-agency working  
Stakeholder interview data provided insight into how the project operated within a multi-
agency context. The pilot was described as a different model of working compared to 
previous service offers, and the location of the support worker was important. The support 
worker role included joined up working with a range of other service providers and was a 
means of lightening the load of other health care professionals by acting as one point of 
referral and signposting:   
‘I think the main thing was trying to reduce the number of services that are going into 
the patient, and to make it sort of more efficient and effective…trying to reduce the 
overall workload with that patient, sort of trying to maybe get things under one 
umbrella with the different services…hopefully it would mean the patient’s needs are 
being met more, so it’s helping the work that you are doing with the patient anyway.’ 
(Referrer 1) 
The co-location of the support worker alongside healthcare professionals within a health 
centre was viewed as being highly beneficial.  Referral processes were considered to be 
straightforward and less time-consuming than other service routes.  Being able to discuss 
potential referrals with the support worker was a strength cited by all of the referrers 
interviewed: 
‘The support worker being visible and being in the meetings and being in the 
buildings, then it makes more sense because you can have a conversation as well as 
writing a paper referral.’ (Referrer 5) 
However, there were some issues identified in relation to referral processes. Raising 
awareness of the service upon its establishment was described as challenging and fewer 
referrals than expected were made. Ensuring the continued visibility of the service offer 
proved a challenge. Concerns were raised in relation to potential referrers being perceived as 
unwilling to refer into the service due to being over-burdened with work or unable to see the 
value of it: 
‘Well initially it was a challenge that the health service is made up of a broad range 
of professionals and actually getting all those different professional groups to 
understand what the service was, that was a key challenge initially.’ (Stakeholder 1 
Follow Up) 
Referring out and signposting service users on was not seen as problematic: one referrer said: 
‘…she’s got all that background and I think straight away she understands and 
probably has a good idea of what would benefit the patient and what she can signpost 
to, you know, support groups out there.’ (Referrer 4) 
Working in a multi-agency setting posed some challenges, including lack of shared access to 
systems, which hindered information sharing and the tracking of service-users. Consequently, 
linking all care providers was an issue identified by some stakeholders:  
‘One challenge has been that I don’t actually have access to SystmOne, that’s the 
system that all the NHS’s is on there… And it would help if everybody knew I was 
involved and I was going in, which at the moment is not the case.’ (Stakeholder 4) 
Understanding of the service offer amongst other professionals was on occasion incorrect: 
‘At the moment it’s a Health and Well-being Pilot, but people see it as Connect 
Housing pilot…that can be misleading in terms of people thinking it’s a housing 
project and understanding my remit.’ (Stakeholder 4)  
A final challenge that was noted in relation to the role was the limited capacity available (i.e. 
one part-time worker): 
‘…so, there’s a capacity, but I mean we all have that problem and she’s just one 
person, so that’s the only thing.’ (Referrer 5) 
Despite these issues, there was some evidence of improved communication between the 
health and housing sector, as demonstrated in referral patterns and reports of more joined up 
working.  This was an intended outcome of the intervention in relation to strengthened 
partnerships and networks, which are essential in complex case management spanning health 
and social care.    
Change in health service use  
Data are presented for the average change in service use between time periods (T0-T1; T0-
T2; T1-T2). Change over time was first calculated for each client, then this was averaged 
across the group to give the figures presented in the last 3 columns in Table 1. Data were 
provided in the following categories: 
 
Direct contact (all): this refers to direct contact face to face, by telephone or by video with 
the patient in a clinical context (e.g. not just to make a further appointment). Around 90% of 
such contacts are face to face. 
 
ICCT direct contact: This refers to direct patient contact, in a clinical context, with the 
integrated community care team at Locala (this includes district nurses, community matrons 
and therapists). 
 
ICCT direct clinical time: This refers to time spent by ICCT staff with the patient in a clinical 
context. 
 
ICCT total clinical time: This refers to time spent by ICCT staff on a patient, including 
writing up notes and consulting with other professionals. 
 
SPC contacts: This refers to the number of calls made to a single point of contact call centre 
for each patient. 
 
ICCT time per 4 weeks:  This refers to time spent with the client by ICCT staff averaged over 
a 28 day period. 
 
Statistically significant reductions (p<0.05) were seen between the time periods T0 and T1 
for all community health service use outcomes, apart from ICCT time per 4 weeks. Smaller 
reductions were seen for all outcomes between the time periods T0 and T2, and these were 
statistically significant for the outcomes of direct contact (all), ICCT direct contact and SPC 
contacts, suggesting that the effects were maintained for these outcomes after the patients 
were discharged from the intervention.  
No statistically significant differences were seen between the time periods T1 and T2 the 
intervention, which suggests no substantial drop-off in effect in the brief time period after 
discharge from the intervention. 
Table 2 Aggregated community health care service use data (insert here)  
Data on GP, Accident and Emergency, outpatient attendance and hospital admissions were 
available for 12 patients. No statistically significant differences were seen between T0 and 
T2. 
Table 3 Primary and secondary care service use data (insert here)  
Potential cost implications 
The data provided showed that ICCT direct clinical time before the intervention came to a 
total of 986.9 hours; during the intervention it was 295.4 hours, and after the intervention it 
was 304.3 hours.  ICCT total clinical time before the intervention came to a total of 1181.1 
hours; during the intervention it was 359.8 hours and after the intervention it was 347.7 
hours. 
Although several different types of health care professionals were involved in providing care, 
we have used Unit Costs of Health and Social Care (PSSRU 2015) hourly rates for 
community nurses of £44 per hour or £58 per hour of patient related work to estimate 
potential costs saved: 
Direct clinical time saved (T0-T2): 691.5 hours x £58 per hour = £40,107 potential savings 
Indirect clinical time saved (T0-T2): (821.3 - 691.5) = 129.8 hours x £44 per hour = 
£5,711.20 potential savings. 
Total potential cost savings for community healthcare: £45,818.20  
The support worker cost of £25,000 during the period September 2015-September 2016, for 
20 hours per week was subtracted from the total estimated cost savings to give an estimated 
net saving of £20,818.20 over the year in which the pilot project ran.  It is worth noting that 
the support worker spent a variable amount of time with each client based upon their level of 
need. 
Discussion  
The findings from our evaluation illustrate that providing social support for older residents 
living in urban social housing results in health and wellbeing improvements and reduced 
health care service costs. The findings contribute to the evidence base for age-friendly 
communities by highlighting the importance of holistic support for older people as a 
mechanism to build protective factors and resilience. Therefore, the data gathered validates 
the Theory of Change. Support from a worker who engaged with the life-worlds of clients 
(mechanisms for change), led to self-reported health improvements amongst service users as 
well as improved economic outcomes (lower costs for community healthcare). Expected 
organisational outcomes were achieved to some extent such as strengthened partnerships and 
innovation in local multi-agency practice (see figure 1).  
In the data from the qualitative interviews, service users reported experiencing improvements 
in their own health (see long term outcomes in figure 1). This resonates with recent evidence 
in which the health of social housing tenants was improved as a result of tailored support 
(Buck et al 2016, Family Mosaic 2016). There is a clear case to be made for the importance 
of health and housing working together, because housing providers can positively impact 
upon health given their position in communities (Buck et al 2016, Tweed 2017). Allen 
(2007), reporting on the ‘Housing for Healthier Hearts Project’ in Bradford, West Yorkshire, 
found that the intervention, based upon a health worker offering advice, support and referrals, 
made a difference to the lives of the residents who engaged with it.  Added value in the form 
of advice, support and advocacy was noted because residents were otherwise left alone after 
completion of any medical treatment. Whilst this intervention was aimed at a different client 
group (Southeast Asian community members experiencing chronic illness), Allen (2007) 
illustrated that a short-term task centred programme, delivered by housing and health staff 
can make a difference in mental health and quality of life. Thus, housing providers can 
implement initiatives to improve health for a range of service users (Tweed 2017).  
Research also suggests the need for multi-professional help as a mechanism to support 
tenants to live well and independently in their own homes. Services offering resources and 
support (Steels 2015), prevention and re-enablement (Cook et al 2017) are important. Social 
support is central to health status, with Dunn (2000) noting that the home can serve as a base 
for social interaction and the provision of extra-local social support for both housing and 
health.   
Key components of this pilot linked to prevention, were referrals into other services, 
alongside local social support, in the form of a holistic one to one service offer. Focusing 
upon a specific population and its needs, and co-designing care pathways is an important 
approach for those delivering a new model of care (Starling 2018).   
Our evaluation findings indicate that the support worker role was highly valued by service 
users. Starling (2018) argues that change will only happen when workers have the right 
capabilities, and skills to deliver new models of care.  Wider stakeholders referring into the 
project reported the value of the role in relation to encouraging care closer to home and 
service user independence. Evidence from systematic reviews show that self-management 
can be effective in reducing unplanned admissions for patients with numerous medical 
conditions (Purdy 2010). In the joint pilot it was evident that the support worker enabled 
service users to self-manage their conditions, thus achieving care closer to home as an 
outcome (again see figure 1). Other evidence relating to interventions delivered by housing 
associations (Bagnall et al 2016) shows notable improvements in several well-being 
categories, such as increased self-esteem and physical activity, as a result of similar support 
to that offered within this pilot. A support worker whose remit focuses upon holistic support 
is important in tackling the intermediate determinants of health such as access to other 
services, control and relationships (Tweed 2017). Outside of social housing, similar results 
have been reported in services using a social prescribing approach with participants aged 
(mean) 53.1 years.  Well-being Co-ordinators enabled individuals to have a more positive and 
optimistic view of their life through offering opportunities to engage in a range of hobbies 
and activities in the local community (Woodall et al 2018). 
Policy argues that more joined up working is essential in complex case management spanning 
health and social care. This service model is an example of a joined-up approach, 
successfully implemented in an urban context, with local multiagency innovation and 
strengthened partnerships achieved as intermediate organisational outcomes (illustrated in 
figure 1).  However, collaborative partnership working involves challenges.  In this instance, 
concerns were reported about referrers based in the healthcare sector not recognising the 
value of the project, or mistakenly believing that the housing association only dealt with 
issues relating to the properties they manage, and therefore not sign-posting people into the 
intervention.  Similar concerns have been reported in other housing intervention evaluations 
(Barker et al 2014, Bagnall et al 2016). This may in part be the result of different 
organisational approaches and structures resulting in implementation gaps, despite policy 
recognition that housing is an important way to improve older people’s health (Howden-
Chapmen et al 2011). Buggins et al (2011) note the importance of organisations working 
together to address health needs and associated inequalities in individual homes, but do not 
offer analysis of the practical and logistical issues associated with such approaches in 
practice.  
In terms of health service use, the literature illustrates how similar health and well-being 
interventions can reduce NHS usage for planned hospital appointments, although these 
conclusions were based upon self-reported data (Windle 2015, Family Mosaic 2016). Other 
authors have made a case for both the financial and social value of using preventative 
measures within communities as a mechanism to reduce costly emergency admissions (Blunt 
et al 2010, Buck et al 2016). Buck and Gregory (2013), in an impact assessment of two 
housing improvement programmes in Birmingham, England, found that for an outlay of £12 
million, the local authority achieved savings of £24 million. Borgloh and Westerhide (2016) 
show that social worker support in four housing projects in Germany was linked to significant 
potential socioeconomic cost savings. The provision of more generalised support is similar to 
the model used within the intervention evaluated here. Despite this, our evaluation showed a 
reduction in use of some community-based health services and therefore associated cost 
savings, supporting existing evidence of improved economic outcomes in this area (Buck et 
al 2016). However, caution is required when examining health service usage data because a 
range of impact measures need to be documented (The Nuffield Trust 2013). 
In summary, for older people who wish to age in place, the urban setting presents complex 
challenges in many contexts (Steels 2015).  Our evaluation shows that multi-agency support 
targeted at social housing residents in one urban context led to improvements in health and 
reduced costs to associated services. Holistic support for health improvement linked 
specifically to housing type in urban contexts can facilitate care closer to home, and enable 
older people to live independently for longer.  For policy-makers our evaluation illustrates 
that investment in holistic support focused upon social housing tenants, can improve health 
and reduce wider service costs.  
 
Strengths and Limitations  
The pilot project evaluated here adds to the evidence base by illustrating the positive impact 
that a joint intervention between health and housing can have in relation to health 
improvements for service users.  Our qualitative data illustrates the importance of the targeted 
individualised and holistic support, which includes a relational element. By offering clients 
the chance to share their comments through the feedback forms in addition to the interviews, 
we captured the views of 11 (41%) out of the total of 27 clients who were supported. We 
were also able to analyse service use data for individuals, which is often not accessible or 
supplied at a level which shows change.  
However, the pilot project only worked with a small number of participants for one year. The 
sample for the evaluation was therefore small. Service users uniformly reported positive 
outcomes, with no alternative and perhaps more critical voices captured. The service users 
who participated in the evaluation through interviews and feedback forms were mainly 
female, therefore potential gender differences were not explored. Stakeholders’ perceptions 
were in the main positive but did also acknowledge some difficulties associated with referral 
processes.  
The quantitative data obtained suggests that the pilot intervention resulted in reduced service 
use, with associated reductions in costs of NHS staff time, which could potentially lead to 
further savings if extrapolated to a larger number of clients. However, there were also 
limitations in relation to the health service data usage. There was missing data for some 
clients, which was therefore excluded from the analysis.  There was limited length of follow-
up and only 16 patients had been discharged at the point of analysis, so there was not enough 
data to judge whether the positive changes in terms of reduced service use seen during the 
intervention were maintained for all clients after they were discharged from the service. With 
longer follow-up (6-12 months after discharge) more reliable estimates about this could be 
made. The evaluation team were commissioned to explore the pilot intervention over its one 
year delivery period, and therefore were unable to access longer term data sets. Secondly, the 
GP, Accident and Emergency, outpatient and hospital admissions data were only available for 
12 clients, limiting the scope of the analysis and further generalisability.  
Lessons for practice 
This intervention, like similar programmes, cost little to implement whilst offering a service 
with the client at the centre, supporting the delivery of holistic service provision (Yaxley 
2015). Two particular lessons are of use to the implementation of other joined up pilot 
projects within health and social care.  Firstly, there is a need for any support worker to have 
access to health systems as a single place where service user information can be both 
retrieved and recorded to better link together housing and health support and enable more 
efficient tracking.  Secondly, there is a need for promotion of any co-commissioned service in 
both sectors (housing and health) with accompanying clarity about function and 
responsibility as an on-going aspect of the project delivery.  Establishment of new service 
models takes time to implement, and staff from different areas therefore benefit from on-
going reminders.  
Conclusion  
Housing providers in partnership with community service providers have the potential to 
improve the health of those with long-term conditions alongside reducing local health care 
usage costs through the provision of care closer to home and a holistic service offer. This 
evaluation showed favourable service-user perceptions and experiences of a small-scale pilot 
intervention. There was also a reduction in usage of community health services and cost 
savings associated with this.   
There is more work to be done in analysing the impact of projects such as this in terms of 
scaling up such an approach and assessing sustainability over a longer-period of time, as well 
as potential reductions in the usage of emergency services.  Many jointly agreed 
developments between housing and health have been labour intensive, one-off approaches 
with time limited funding (LGA 2015), which poses evaluation challenges.  
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